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disease  and  stroke.  Some  risk  factors  such  as  family 




blood  pressure  (hypertension),  diabetes  and  dyslipid-
emia [5-10]. 
It  is  recognized  that  CVD  impact  the  productivity 
of working age adults who are the economic engine of 
most of the countries. 
In  this  study  we  analyse  the  state  of  health  of  the 
workers employed in the oil and gas industry, a subject 
little discussed by  the  international  scientific commu-
nity.












a  greater  cardiovascular  risk  [16,  20-21],  but  also  in-
creases the rate of accidents and injuries at work [16, 









































Programming  these  worksite  wellness  programs 
should be  integrated  into  the organizational  structure 
of the workplace by use of the following proven strate-
gies: health education; initiatives that are incorporated 
into  existing  employee  assistance  programs;  and  vol-
untary worksite screening linked with medical care for 
follow-up on modifiable risk factors. 
Guidelines  from  the  American  Heart  Association 
(AHA) and other public health organizations stress the 
importance of increasing workplace awareness, preven-
tion,  treatment,  and  control  of major  risk  factors  for 
CVD and stroke [27]. 
In addition, there are certain returns on investment; 
in  fact,  the payback  for  investing  in worksite wellness 
programs can be measured  in  various ways,  including 
decreased  direct  healthcare  costs,  improved  health-
care utilization, increased performance measures, low-
er  rates  of  absenteeism,  and  a  reduced  prevalence  of 
chronic disease.
Workplace  CVD  early  detection  and  a  subsequent 
health and wellness program can produce 26% reduc-
tions in health care costs and 30% reductions in work-
ers’  compensation  and  disability  management  claims 
costs [28].
METHODS









the GIPSI (Gestione Informatizzata Prestazioni Sanitarie 
Individuali,  Computerized Management  of  Individual 
Medical Services) database. It is an health management 

























•  current  smoking  habits:  no  smoker/  smoker  (auto-
referred from the worker).









Statistical  analysis  comprised  descriptive  and  infer-
ence methods.
The following measures were calculated for continu-
ous  variables:  arithmetic  mean,  standard  deviation 
(SD),  the  median  providing  also  the  minimum  and 
maximum values. 
Percentage  and  frequencies  were  presented  to  de-
scribe the qualitative information.
The chi-square test of independence was used in or-


















































































47.4%  and  the  54.5%  of  workers  in  the  age  range  of 







While  the majority of  the pool  (92.7%, 981 workers) 
was  in  the normal  range  (< 110 mg/dL),  the 4.3%  (46 
workers)  presented  an  impaired  fasting  glucose  (IFG) 












Description of the variables analysed at the first examination recorded in GIPSI
Variables
Total workers Age group (years old)
*p
N (%) < 45 (%) 45-53 (%) > 53 (%)
BMI
Normal (< 25) 358 (37.6) 276 (51.2) 66 (19.2) 16 (23.2)
< 0.001Overweight (25 - 29.9) 474 (49.7) 228 (42.3) 212 (61.4) 34 (49.3)
Obese (≥ 30) 121 (12.7) 35 (6.5) 67 (19.4) 19 (27.5)
Blood systolic 
pressure
Normal (< 120 mm Hg) 141 (13.4) 107 (17.9) 27 (7.1) 7 (9.1)
< 0.001Pre-Hypertension (120-139 mm Hg) 599 (56.7) 369 (61.6) 200 (52.6) 30 (39.0)
Hypertension (≥ 140 mm Hg) 316 (29.9) 123 (20.5) 153 (40.3) 40 (51.9)
Blood diastolic 
pressure
Normal (< 80 mm Hg) 293 (27.7) 223 (37.2) 56 (14.7) 14 (18.2)
< 0.001Pre-Hypertension (80-89 mm Hg) 555 (52.5) 304 (50.8) 215 (56.6) 36 (46.8)
Hypertension (≥ 90 mm Hg) 208 (19.8) 72 (12.0) 109 (28.7) 27 (35.1)
Hypertension
No  
(< 140 mm Hg and < 90 mm Hg)
681 (64.5) 446 (74.5) 200 (52.6) 35 (45.5)
< 0.001
Yes  
(≥ 140 mm Hg and/or ≥ 90 mm Hg)
375 (35.5) 153 (25.5) 180 (47.4) 42 (54.5)
Fasting glucose
Normal (< 110 mg/dL) 981 (92.7) 580 (96.0) 336 (88.5) 65 (86.7)
n.c.IFG (111-125 mg/dL) 46 (4.3) 13 (2.2) 29 (7.6) 4 (5.3)
High (≥ 126 mg/dL) 32 (3.0) 11 (1.8) 15 (3.9) 6 (8.0)
Cholesterol
Normal (< 200 mg/dL) 487 (46.3) 336 (56.1) 117 (31.0) 34 (44.1)
< 0.001Borderline (200-239 mg/dL) 310 (29.4) 165 (27.5) 124 (32.9) 21 (27.3)
High (≥ 240 mg/dL) 256 (24.3) 98 (16.4) 136 (36.1) 22 (28.6)
Triglicerydes
Normal (< 150 mg/dL) 735 (70.3) 450 (75.6) 230 (61.3) 55 (72.4)
< 0.001
High (≥ 150 mg/dL) 311 (29.7) 145 (24.4) 145 (38.7) 21 (27.6)
* Significance calculated by χ² test.
n.c.: not computable using χ² test: 2 cells (22.2%) have expected count less than 5 and the minimum expected count is 2.27.
GIPSI: Gestione informatizzata prestazioni sanitarie individuali (computerized management of individual medical services)
























































Between  smoking  habits  and  age  groups  there  was 
not a significant association (OR = 1.4, CI 95% = 0.7-
2.7).
Furthermore,  the  probability  that  a worker  over  45 
had  two  or  more  cardiovascular  risk  factors  was  4.2 
times greater than a younger colleague (CI = 2.8-6.3).
DISCUSSION
Oil  company workers  average  height  in  our  sample 
was comparable with  that of  the  Italian male popula-








Bivariate analysis in oil company workers for age group (< 45 or > 45)
Variables < 45* N (%)
≥ 45 
N (%) OR 95% IC
BMI



























































Number of risk 
factorsa










a: the number of risk factor was obtained by performing the summation of the risk factors listed above.











































as  reported  in  the  introduction.  However,  we  found 









nally,  also  Shevchenko  [17]  and Arcaleni  [18]  under-



























chemical  and  clinical  parameters.  Further  limitation 
concerns  the  information  on  the  smoking  status  that 
has not been measured objectively, but based on self-
referencing.
In  conclusion,  the  studied  population  presented 
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G, Pyörälä K. Prevention of coronary heart disease in clini-
cal practice. European Heart Journal; 1998;19:1434-1503.
35.  ISTAT. Altezza media per sesso e regione per le persone di 18-
40 anni, anno 2006. ISTAT; 2009.
36.  Dati nazionali sul peso della popolazione maschile itali-
ana, anno 2011. Osservasalute 2012.
37.  Epicentro.  La sorveglianza Passi. Rischio cardiovascolare. 
Available from: www.epicentro.iss.it/passi/dati/cardiovas-
colare.asp.




spectively  studied  cohort  of U.S.  adults. N Engl J Med 
2003;348:1625-38.
40.  40. Bertera RL. The effects of behavioural risks on absen-
teeism and health  care  costs  in  the workplace. J Occup 
Med 1991;33:1119-24.
